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CHAPTER I 
THE PROBLEM 
Introduction 
Low back pain is one of the most common types of chronic pain. 
Sternbach et al. (1973) have estimated that the chief complaint of at 
least seventy percent of the patients presenting at the Pain Clinic 
associated with the School of Medicine of the University of California, 
San Diego is back pain. They feel that the major reason for this phen­
omena is the failure of physicians to recognize it as a psychosomatic 
illness. Erena (1978) concurs with this conclusion. He notes that 
back pain is not always caused by something as straight forward as a 
ruptured disc. He feels that chronic pain can result from a multitude 
of mechanisms and has strong elements of learned behavior in it. 
Also, if one has the need for pain, the back is1 a prime site because 
of the large number of role models available to mimic. 
Wilfling, Klonoff and Kokan ·(1973:153) state that "it has be­
come increasingly apparent during the past two decades that relation­
ships exist among low back symptoms, their effect on the patient's 
functioning and the patient's psychological status.'' Associated with 
these circumstances are emotional reactions which may include hope­
lessness, anxiety about the future and loss of self-esteem (Jourard, 
1963). Research findings (Hanvik, 1951; Phillips, 1964; Sternbach 
et al., 1973, Wilfling, Klonoff and Kokan, 1973) have supported a 
relationship between personality characteristics and low back pain as 
well as self-esteem and chronic pain (Elton, Stanley and Burrows, 1978). 
1 
Self-esteem of low back pain patients has not been studied in relation­
ship to duration of pain. 
Purpose of Study 
The purpose of this study was to explore the relationship be­
tween self-esteem and duration of low back pain. 
Problem 
2 
Do individuals with chronic low back pain demonstrate lower self­
esteem than those with acute low back pain? 
Definition of Terms 
Throughout this study the following operational definitions were 
used: 
Acute pain - that experienced for less than six months (Stern­
bach et al., 1973). 
Chronic pain - that experienced for greater than six months 
(Sternbach et al., 1973). 
Low back pain - that originating in the back from the lowest 
thoracic vertebrae to the coccyx as documented by a physician. 
Self-Esteem - the worth one attributes to himself as indicated 
by the total positive score on the Tennessee Self Concept Scale (TSCS). 
Delimitations 
All subjects selected for this study were hospitalized adults 
admitted for low back pain. Since the severity of their symptoms was 
sufficient to require hospitalization for treatment, a more homogenous 
sample was obtained. In addition, each subject was mentally and physi­
cally able to take the written test. 
Assumptions 
1. Low back pain is a psychosomatic disorder. 
2. Personal satisfaction and effective functioning are asso­
ciated with level of self-esteem. 
3. Self-esteem can be measured. 
Theoretical Rationale 
3 
Helzack and Wall's (1977) gate control theory of pain postulates 
that a gate control system in the spinal cord modulates sensory input 
before pain perception and response is evoked. The T cells, which acti­
vate the neural mechanisms responsible for perception and response, are 
influenced via the substantia gelatinosa by fibers descending from the 
brain as well as peripheral nerve input. This theory allows for both 
physical and psychological influences in regard to perception and re­
sponse to pain. 
Coopersmith (1967) notes that self-esteem is developed at some 
time preceeding middle childhood and remains relatively stable over a 
period of years. He also notes, however, that shifts in self-esteem 
can be caused by specific incidences. Erena (1978) identifies five in­
dividual consequences frequently associated with chronic pain: drug 
misuse, dysfunction, disuse lesions, disability and depression. These 
consequences do not appear to be compatible with effective functioning 
and personal satisfaction which Coopersmith (1967) states are signifi­
cantly associated with self-esteem. 
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Thus, with pain theory indicating psychological as well as phy­
siological influences regarding perception and response, it leads one to 
question the state of self-esteem in relationship to duration of pain. 
If only physical influences affected the pain state, there would be a 
pain stimulus followed by a response and when the stimulus was removed 
the response would not occur. However, when psychological influences 
affect the pain state, there is a cumulative effect. It might be pos­
tulated that, ove.r time, the consequences caused by the continued pain 
lead to decreased self-esteem. 
Hypothesis 
The adult patient with chronic low back pain ,;ill have a lo,;er 
self-esteem than the adult patient with acute low back pain. 
Significance of Study to Nursing 
Because such a large percentage of patients with chronic pain 
have chronic lo,; back pain, could nursing measures during the acute 
stage prevent the chronicity? Self-esteem could be a significant var­
iable in the process of recovery and rehabilitation since it profoundly 
affects ones thinking processes, emotions, desires, values, and goals 
(Branden, 1963). The experimental study done by Elton, Stanley, and 
Burrows (1978) supported the thesis that the self-esteem of patients 
,;ith chronic pain could be improved with psychological treatment. In 
addition it was demonstrated that there was a significant decrease in 
the amount of pain reported by their subjects. 
Data from this study will provide nursing with guidelines for 
the type and timing of implementation of psychological interventions 
affecting self-esteem. If self-esteem �s found to be high in patients 
with acute low back pain, then measures should be implemented to main­
tain self-esteem at this time. If self-esteem is found to be low dur­
ing the acute phase, then measures to increase self-esteem should be 
implemented. The objective in both instances is to prevent the chronic 
pain state from developing. If self-esteem is found to be low only in 
patients with chronic low back pain, then measures to increase self­
esteem should be part of the plan of care for these patients at this 
time. 
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CHAPTER 2 
RELATED LITERATURE 
Pain 
Pain is frequently a symptom for which one seeks medical help. 
It is a subjective experience and Stewart (1977) notes that neither 
the quality nor intensity can be fully appreciated by an observer. 
Pain perception threshold, the point at which a stimulus is said to be 
painful by the subject, has been found to be relatively constant among 
individuals; however, pain tolerance, the point at which the subject 
says an experience is unbearable, varies widely among individuals 
(Bond, 1979). 
At the present time, Melzack and Wall's gate control theory 
seems to be the most advanced explanation of pain production, even 
though there are still some explanatory gaps (1977). The gate control 
theory includes concepts from the earlier specificity and pattern 
theories as well as the additional concept that a gate control system 
modulates sensory input before pain perception and response is evoked. 
It postulates that nerve impulses from the skin travel over large and 
small diameter nerve fibers to three spinal cord systems: "(1) the 
cells of the substantia gelatinosa in the dorsal horn, (2) the dorsal 
column fibers that project toward the brain, and (3) the central trans­
mission (T) cells in the dorsal horn" (Melzack and Hall, 1977:10). The 
diameter of the nerve fibers affect the effectiveness of afferent im­
pulses. The impulses carried by large diameter fibers are thought to 
decrease the effectiveness of afferent volleys while impulses carried 
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by small diameter fibers are thought to increase the effectiveness of 
the afferent volleys. 
Melzack and Wall have proposed that 
(1) the substantia gelatinosa functions as a gate control 
mechanism that modulates the afferent patterns before they 
influence the T cells; (2) the afferent patterns in the dor­
sal column system act, in part at least, as a central con­
trol trigger which activates selective brain processes 
that then influence, by way of descending fibers, the modu­
lating properties of the gate control system; and (3) the 
T cells activate neural mechanisms which comprise the ac­
tion system responsible for perception and response of 
pain (1977:10). 
There is interaction among all three systems. 
Since the proposal of the gate control theory of pain in 1965, 
further research has necessitated some changes. It has been found 
that visceral afferent impulses converge directly onto the T cells 
rather than first being modulated through the substantia gelatinosa. 
Also some questions have emerged as to the actual mechanism underlying 
gate control theory. However, the concept of the balance between small 
diameter and large diameter afferent fibers seem to have been further 
validated (Melzack and Wall, 1977). 
As can be deducted from the gate control theory, pain produc-
tion is influenced by fibers descending from the brain as well as by 
afferent fibers originating in the periphery. Thus, this theory allows 
for both physical and psychological influences on pain production. 
Historically, Beecher (1952:161) summarized as an established princi-
ple that "subjective responses are the resultant of the action of the 
original stimulus and the psychic modification of that stimulus." 
The gate control theory also identifies two components of 
pain,1 i.e. perception and reaction. The reaction component can modify 
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the sensation of pain, making it disproportionate to the stimulus (Hus-
kisson, 1974). The intensity of the reactive component has been shown 
to vary among individuals and among various groups of individuals. Ran-
gell (1953:23) feels that the wide individual differences in the percep-
tion of pain and especially in reactions to painful sensations "depends 
in large measure on the past life experiences of the individuals, the 
types of personalities involved, and the·specific associations which 
exist, both conscious and unconscious for the situation in which the 
painful stimulus arises." Zborowski (1969) notes that one's response 
to pain is learned through socialization and is part of one's cultural 
heritage. His classic research comparing patients of Jewish, Italian, 
Irish and Old American origin demonstrated that responses to pain by 
these patients varied with ethnicity. 
Merskey and Spear (1967) reviewed the literature to identify 
psychological theories of pain. They extracted three principle theo-
ries: 
(l) That pain is a consequence of hostility, either as a 
substitute following repression of hostility (Eisenbud, 
1937: Weiss, 1947) or as an expression of guilt for overt 
hostility (Engel, 1951, 1956). 
(2) That pain arises in patients of a certain personality 
type, called 'pain prone', who use the complaint of pain 
as a means of communication and of emotional expression 
(Engel, 1958, 1959). 
(3) That pain arises as a consequence of a threat to the 
integrity of the body. Here the body is regarded as an 
object of concern to the self. The threat may not be 
apparent to an outsider and the pain will then be classed 
as 'psychogenic' (Szasz, 1957). 
Of the three psychological theories, Merskey and Spear felt that 
Szasz's theory should be accepted as the most satisfactory general 
theory because both physical and psychological influences were con-
sidered. 
A general theory of pain which considers psychological and phy­
sical influences is critical in the study of low back pain since this 
problem is frequently viewed as a psychosomatic condition. Although 
many factors conceivably influence the psychological dimension of pain 
the effect self-esteem has on one's perception and reaction to pain has 
been selected for further study. 
Self-Esteem 
Definitions 
Coopersmith (1967: 2) defines self-esteem as a "personal judg­
ment of worthiness that is expressed in the attitudes the individual 
holds about himself." This value judgment is experienced as a feeling 
of approval or disapproval of oneself. No other feeling is more impor­
tant than self-esteem because it plays a part in every other feeling 
one possesses. It profoundly affects one's thinking processes, emo­
tions, desires, values and goals (Branden, 1969). The extent to which 
one believes himself to be capable, significant, successful and worthy 
is indicated by one's self-esteem. A widely held belief is that self­
esteem is significantly associated with personal satisfaction and ef­
fective functioning (Coopersmith, 1967). The desire or need for self­
esteem is evidenced by Branden's (1969) description of it as being as 
urgent or imperative as a basic need. 
Jourard (1963:255) defines self-esteem as "the name given to 
the complex cognitive-affective response which accompanies behavior 
in accordance with the conscious." The cognitive response is a verbal 
judgment indicating one is a good and worthwhile person. The affec­
tive response is a feeling which is satisfying and pleasant. Rarely 
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is one aware of his self-esteem; awareness occurs when one has accom­
plished a very difficult task or more often when one has failed. to 
accomplish a task or goal. 
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Branden (1969) states self-esteem has two interrelated aspects: 
a sense of personal efficacy and a sense of personal worth, the inter­
grated sum of which is self-confidence and self-respect. Self­
confidence is needed, or confidence in the individual's mind, in order 
to deal "'i th reality, that is, to know, to think and to judge. Hi thout 
this self-confidence helplessness is experienced. The degree of per­
sonal worth or self-respect an individual possesses is determined by the 
extent to which personal goals are accomplished. Self-respect is needed 
to permit the individual to act to achieve these goals. In order to 
act, however, the results of the goals must be valued. For example, 
individuals must consider themselves worthy of happiness in order to act 
to attain happiness. Self-confidence and self-respect are interrelated 
in that worthiness to live is achieved through development of competence 
to live. Self-confidence is expressed through development of compe­
tence, and self-respect is the belief of worthiness of oneself. 
Maslow (1970) has identified self-esteem as a motivational need. 
In his work he identified five sets of needs and ordered them in a hier­
archy as follows: physiological needs, safety needs, belongingness and 
love needs, esteem needs, and the need for self-actualization. In 
moving up the hierarchal ladder, the more basic needs must be at least 
partially satisfied before a higher need emerges. "Satisfaction of 
self-esteem needs leads to feelings of self-confidence, worth, strength, 
capability, and adequacy, of being useful and necessary in the world. 
But thwarting of these needs produces feelings of inferiority, of 
11 
weakness and of helplessness" (Maslow, 1970:45) . Included in �1aslow' s 
esteem needs is the desire to be esteemed by others. To be esteemed by 
others gives one prestige, status and reputation. 
Self-esteem fosters two desirable consequences for an indivi­
dual. One is the generation of positive feelings about the self. The 
second is the influence upon one's interpersonal relationships.. Estab­
lishment of healthy personal relationships is much more likely for an 
individual with high self-esteem than for one who is possessed by in­
feriority feelings (Jourard, 1963). Persons with feelings of infer­
iority avoid close relationships fearing exposure of their inadequacies 
(Coopersmith, 1967). Individuals who have a high degree of self-esteem 
accept and approve of their overall personality (Jourard, 1963). 
Development of Self-Esteem 
Coopersmith (1967) concludes that there are four major factors 
which contribute to the development of self-esteem. First and most 
important is the amount of respect, acceptance, and. concern received by 
the individual from significant others. One values oneself as he is 
valued by others. The second factor contributing to the development of 
self-esteem is one's history of successes. Successes bring recognition, 
status, and a position in the world in which one lives. Successes are 
also accompanied by social approval. The third factor is related to 
one's values and aspirations. A specific successful event will not be 
equally valued by every individual. The personal significance that the 
event holds for one is in relation to his values and aspirations. If 
the event is highly valued, then success enhances self-esteem. 
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The last factor contributing to the development of self-esteem 
is one's manner of responding to devaluation. One may respond to de­
meaning events by decreasing his self-esteem or he may be able to defend 
his self-esteem despite the negative implications of the event. To be 
able to defend one's self-esteem reduces anxiety and helps to maintain 
personal equilibrium. Defense mechanisms assist individuals to maintain 
their sense of worth despite devaluation. Thus, respectful, accepting 
and concerned treatment from significant others, a history of successes, 
being successful in events that one values and responding to devaluation 
by the use of defense mechanisms, all contribute to the development and 
maintenance of a high self-esteem. 
Branden (1969) discusses two basic conditions necessary for the 
development of a high level of self-esteem. The first condition is the 
"indomitable will to understand" (Branden, 1969:115). Clarity, intel­
ligibility, comprehension and interaction of all that is in one's aware­
ness is involved. As long as there is a struggle to understand, regard­
less of the anguish, individuals are psychologically safe. The desire 
for efficacy is still intact. If, however, individuals resign them­
selves to the incomprehensibility of some aspect of reality it tends to 
spread to more and more areas. The growth of the mind is determined by 
the goals one sets. If the individual continues to have the desire to 
understand, a process of growth and development occurs which increases 
the power of the mind. 
The second condition necessary for the achievement of a high 
level of self-esteem is to learn that emotions are not adequate guides 
to action. Emotions are feelings, not tools of cognition. They are 
consequences of value judgments <vhich may or may not be appropriate to 
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reality and therefore should not be used as criteria for judgments. 
This is not to say that emotions are unimportant. Healthy emotional 
spontaniety may be appropriate, but only reason can judge. Thus, one 
needs to be able to differentiate between knowledge and emotions. To 
act, based on emotionalism, may lead to disaster with consequent fear of 
one's emotions and loss of self-esteem. If one develops healthily, har­
mony is achieved between mind and emotions. 
A general appraisal of self-worth is developed at some time pre­
ceeding middle childhood; self-worth remains relatively stable over a 
period of years. Limited shifts can be caused by specific incidences, 
but when the person's situation returns to normal, so does the self­
esteem (Coopersmith, 1967). Smith (1978) conducted a longitudinal study 
of self-esteem of students over a three year period, during which racial 
integration of the school system occurred. He found no significant dif­
ference in the self-esteem of White, Black or Mexican-American students 
when the original self-esteem scores were compared to the self-esteem 
scores obtained at the end of the three year period. 
Branden (1969) points out that individuals do not consciously 
create their o'.u characters. Day after day choices are made, and sub­
consciously the nature and implications of these choices are summed up. 
The sum is one's character and one's sense of self. It follows then 
that self-esteem does not need to be static; changes can occur over 
time if the individual's habits of interacting with the environment 
change. 
Factors Affecting Self-Esteem 
Coopersmith (1967) researched the effect that social background, 
parental characteristics, and parent-child interaction had on the 
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development of self-esteem. In regard to social background, social class 
was positively correlated to self-esteem. Also, of the religious denom­
inations, Jews reported higher self-esteem than Catholics or Protes­
tants. Findings related to work history revealed that boys of unem­
ployed fathers had a significantly lower self-esteem than boys of em­
ployed fathers. No relationship existed between the child's self-esteem 
and the extent to which the mother was presently employed or had been 
employed during his earlier childhood. However, when only the children 
of working mothers were studied, a high self-esteem was positively cor­
related with the children of mothers who had worked for a long time and 
expressed favorable attitudes toward their work. 
Various parental characte.ristics were related to self-esteem 
with the interpretation of the findings revolving around the role model 
which the parent provides for the child. Mothers of children with high 
self-esteem tended to be stable, resilient, and self-reliant, even 
though these mothers '"ere no more successful than mothers of children 
with low self-esteem. Because of the stated characteristics of mothers 
of children with high self-esteem, their children perceived them to be 
successful. There were only limited differences in the social and 
occupational status of the fathers in the study; however, the fathers 
of children with high self-esteem appeared more concerned and involved 
with their sons and had greater authority in their household than 
fathers of children with low self-esteem. In relationship to parental 
values, findings indicated that parents of children with medium or high 
self-esteem valued achievement whereas parents of children with low 
self-esteem placed great value on making oneself acceptable to others. 
In handling devaluating experiences, the mothers of children with high 
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self-esteem tended to deal with them directly, realistically and effec­
tively, thus providing a clear, strong role model for coping with stress 
in a constructive manner. It was concluded that children with high 
self-esteem were more likely to have parents who provided impressions or 
experiences of success. 
Parent-child relationships were found to be quite different be­
tween children with high self-esteem and children with low self-esteem. 
In the homes of children with high self-esteem, demanding regulations 
were made and carried out with firmness and care. Rel<ard rather than 
punishment was the preferred method of affecting behavior, but when 
punishment was required, it was meant to manage the undesired behavior 
rather than being harsh treatment or loss of love. The total amount of 
punishment did not differ in the home of high and low self-esteem chil­
dren. In the homes of children with low self-esteem, lack of parental 
guidance and relatively harsh and disrespectable treatment existed. 
Guidelines were not established, yet punishment rather than reward was 
used to influence behavior. Force and loss of love were the methods of 
punishment and they were inconsistently and emotionally carried out, 
most likely by the mother. Parents of children with high self-esteem 
were more likely to use discussion and reasoning in solving problems 
with their children than parents of children with medium or low self-
esteem. 
As for the characteristics of the child, Coopersmith's (1967) 
research indicated that self-esteem is higher among first and only 
children than it is among children in other ordinal positions. There 
is no relationship in regard to family size. Frequent nonserious prob­
lems are less likely to have been experienced by children with high 
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self-esteem, although they were just as likely to have experienced ser­
ious physical trauma. Children with high self-esteem were more likely 
to have had good social relationships with peers and siblings during 
their early childhood years. Results indicated that frequent positive 
congenial experiences occurred more frequently in early childhood of 
children who had high self-esteem. 
Even though self-esteem is developed at some time preceeding 
middle childhood and remains relatively stable over a period of years, 
various stresses are added through out life. The juvenile gains self­
esteem outside the family from being a member of a group such as a club 
or team. Peers affect the self-esteem of teenagers, however, his self­
esteem remains closely linked to the esteem he has for his parents. The 
self-esteem of women is frequently linked to the capacity to have chil­
dren and when this capacity is lost, self-esteem may falter. A final 
stress to self-esteem occurs in senescence. The self-sufficiency which 
enhanced self-esteem throughout the years is then lost (Lidz, 1968). 
Kohut (1978) points out that reliance on several sources of self-esteem 
is a safer way of psychological survival. 
Research conducted by Coopersmith (1967) indicates that self­
esteem is significantly related to the individuals basic style of 
adapting to environmental demands. An individual with high self-esteem 
accepts an internal frame of reference as the most trustworthy guide of 
personal behavior. This characteristic allows him to defend threats to 
his adequacy better than a person with low self-esteem who has a more 
external frame of reference. The individual with low self-esteem is 
more cautious when dealing with environmental demands. Self-conscious­
ness and preoccupation with inner problems restricts one's involvement 
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with the outside world. Thus adaptation to environmental demands is in­
fluenced by level of self-esteem. 
Psychological Characteristics of Patients With Pain 
Phillips (1964) points out that few if any studies describe per­
sons before they developed disease or disability, therefore, statements 
of causal relationships cannot be made. However, various studies have 
investigated psychological characteristics of persons who already have 
disease or disability. For example, Sternbach et al., (1973) studied 
various psychological characteristics of patients with chronic latv back 
pain. Their research indicated that disturbance of affect, a skewed 
self-concept and life style, and a perculiar way of relating to physi­
cians are all associated with persons who have chronic low back pain. 
Sixty-eight subjects, 41 men and 27 women, were taken serially from an 
orthopedic low back pain clinic. Eight of the patients were classified 
diagnostically as having acute back pain, which he arbitrarily defined 
as being less than six months in duration. The remainder of the pa­
tients were classified diagnostically as having chronic low back pain 
which he defined arbitrarily as having a duration of longer than six 
months. Forty-four of the patients had organic findings on physical 
examination; 24 had no such findings. These patients were grouped to­
gether because there were no significant differences in �lliPI scores of 
the two groups. 
Composite scores on the MMPI indicated an elevation of the 
hypochondriases, hysteria and depression scales when compared to the 
norms for this test. Scores on the Health Index Test revealed that 
the patients with chronic low back pain had adopted an invalid's self-
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concept and life style. When patients with chronic low back pain were 
compared to patients with moderate to severe rheumatoid arthritis, a 
significant difference (p <: .01) was found, indicating that patients 
with low back pain have more pain complaints and a greater change in 
life style than the arthritic patients. It was also found that patients 
with low back pain had a significantly greater struggle with doctors 
than did the arthritic patients (p <: .01). Throughout the study, no 
significant difference was found between the test results of patients 
who had physical findings and those who did not. 
Phillips (1964) conducted a study very similar to that of 
Sternbach et al. (1973). Several populations of orthopedic cases were 
studied over the period of a decade; patients with low back pain were 
examined from 1960-1962. Subjects consisted of 25 women with an average 
age of 38.55 years and 33 men with an average age of 43 years. 
Findings from the �WI revealed that both the women and the men 
had elevations of the scores on the hypochondriasis, depression and 
hysteria scales when compared to the norms for this test; however, the 
women had higher score elevations than did the men on all three scales. 
Elevation of the scores on these three scales were similar to the find­
ings of Sternbach et al. (1973). Phillips goes on to point out that 
this type of finding, an elevation of the scores on the hypochondria­
sis, depression, and hysteria scales, is typical of the neurotic triad. 
He defines neurotic as the tendency to show these three symptoms rather 
than alternative patterns or symptoms. 
Hanvik (1951), like Sternbach et al. and Phillips, studied pa­
tients with low back pain using the �I. His study was undertaken to 
determine if and to what extent the �I could be used to differentiate 
19 
between patients with functional lm• back pain, in that diagnostic tests 
did not delineate any pathology, and patients with known organic low 
back pain. Sixty male inpatients, 30 in each group, were the subjects. 
Twenty-eight of the 30 subjects who had organic lesions had undergone 
back surgery and were in the postoperative phase at the time of the 
study. 
His results demonstrated marked differences between the two 
groups. The functional low back pain group showed an elevation in 
scores on the hypochondriasis and hysteria scales and a relative low 
score on the depression scale when compared to the .norms for this test. 
When graphed these three scores gave a "V" configuration. The group 
with organic low back pain showed less elevation and approximately equal 
scores on the hypochondriasis, depression and hysteria scales. 
Hanvik's findings were different from those of Sternbach et al. 
(1973) and Phillips (1964). While Hanvik noted a significant difference 
between the scores on the hypochondriasis, depression and hysteria 
scales for the group of patients with functional low back pain and the 
group of patients with organic low back pain, Sternbach et al., did not 
note any significant difference. Phillips did not group his patients 
according to functional and organic lm• back syndrome and his findings 
coincided with Sternbach et al. (1973). When only the functional group 
studied by Hanvik is considered, those findings are similar to the 
findings of Sternbach et al., and Phillips (1964) with the exception 
that the depression scores were not as high. The major difference among 
all these findings was in the patient group with low back pain of or­
ganic origin who showed equal elevation of the scores on the hypochon­
driasis, depression and hysteria scales. A possible explanation could 
be the fact that 28 or the 30 patients in this group had undergone re­
cent surgery in an attempt to correct their low back pain problem. 
20 
However, Wilfling, Klonoff and Kokan (1973) studied a group of 
26 males who had undergone lumbar intervertebral fusion for relief of 
low back pain from two to nine years prior to the study. The subjects 
were grouped according to success/failure of the fusion in restoring 
the patient to normal functioning. Seven subjects were categorized as 
good in regard to functioning, 12 as fair, and seven as poor. The 
subjects were also categorized into two groups based on number of oper­
ative procedures for fusion; 15 patients had undergone one fusion and 
11 had undergone more than one. 
The MMPI showed some significant differences among the groups. 
On the hypochondriasis scale, the poor and fair group scored signifi­
cantly higher than the good group (p < .02 and p < . 01 respectively). 
On the depression scale the poor group scored significantly higher than 
the good group (p < .02). On the hysteria scale, both the poor and fair 
groups showed borderline elevations but only the fair group's scores 
were significantly higher than the good group (p < .05). The multiple 
operated group showed higher elevation of scores on the hypochondriasis, 
depression and hysteria scales than did the singly operated group. A 
significant difference in scores was revealed between the two groups on 
both the hypochondriasis and hysteria scales (p < .05). 
These results (e. g. elevation of the scores on the hypochon­
driasis, depression, and hysteria scales, when compared to the norms for 
the MMPI) are consistent with the findings of Sternbach et al. (1973) 
and Hanvick's (1951) functional low back pain group. The subjects in 
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this study with good functional results from the surgical fusion revealed 
scores similar to those of Hanvik's (1951) organic low back pain group. 
Whereas the above researchers studied psychological characteris­
tics and their relationship to low back pain, Elton, Stanley and Burrows 
(1978) studied self-esteem and chronic pain. They compared the self­
esteem of a group of patients with nonorganic chronic pain and a group 
with organic chronic pain to two groups of pain free subjects. One 
group of pain free subjects consisted of 10 male and 10 female univer­
sity students with a mean age of 20.1 years; the other pain free group 
consisted of 10 males and 10 females with a mean age of 39.7 years. 
The measurement tool for self-esteem was a revision of the Butler-
Haigh Q-sort Test. 
Results showed that on the pre-test the nonorganic pain group 
had a significantly lower self-esteem score than the organic or control 
groups (p � .001). The self-esteem scores of subjects in the organic 
pain group were not significantly different from the self-esteem scores 
of the subjects in the two control groups. No significant difference 
was found between the two control groups which indicated that age and 
socio-economic class were not strongly related to self-esteem. The 
nonorganic pain group was retested after a fourteen week course of 
therapy using hypnosis, bio-feedback, placebo and interaction with 
staff. These patients showed a significant decrease in reported pain 
experiences and a significant increase in self-esteem scores (p � .001). 
The self-esteem scores of the two control groups did not change signi­
ficantly in the 14 week time span which indicates that time alone does 
not have a great influence on self-esteem. 
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Pain is a frequently occurring symptom which has both physical 
and psychological influences. It's components are perception and reac­
tion, both of which vary among individuals. With low back pain being 
considered a psychosomatic disorder, self-esteem could be a factor af­
fecting one's perception and/ or reaction to pain. 
Self-esteem is the value one has for himself. It is developed 
at some time prior to middle childhood with the level of self-esteem 
being influenced by social background, parental characteristics and 
parent-child interactions. The >Jay one adapts to environmental demands 
is related to one's self-esteem. Limited shifts in self-esteem can 
occur as a result of specific incidences. 
Research indicated that certain psychological characteristics 
are related to patients with low back pain, namely hypochondriasis, 
hysteria, and depression. Self-esteem was found to be low in patients 
with chronic pain of various origin, however, it was also found that 
self-esteem could be increased and frequency of reported pain decreased 
by psychological interventions. 
CHAPTER 3 
METHODOLOGY 
Selection of Sample 
The setting for this study was a 464 bed urban hospital located 
in the southeastern United States. This hospital serves two cities and 
five counties. 
The sample consisted of 40 adult patients admitted with a diag­
nosis of low back pain originating in the spinal column, somewhere be­
tween the lowest thoracic vertebrae and the coccyx, as documented by a 
physician. All patients were contacted in serial order based on the 
day of admission. Those who were contacted and consented to partici­
pate in the study were equally divided, by chance, into the two study 
groups, i. e. 20 presented with chronic back pain and 20 presented with 
acute back pain. The 20 subjects in the chronic pain group consisted 
of eight males and 12 females; the 20 subjects in the acute pain group 
consisted of nine males and 11 females. The age range for the chronic 
group was 26 years to 64 years with a mean age of 41.55. The age range 
for the acute group was 25 to 60 years with a mean age of 38.70. 
Tables 1 and 2 depict this demographic data. 
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Table 1 
Sex and Race Distribution of Subjects by Study Group 
Sex Race 
Study Groups 
Female Male Total Caucasian Negro Total 
Chronic Low Back 12 8 20 8 12 20 
Pain Group 
Acute Low Back 11 9 20 8 12 20 Pain Group 
Total 23 17 40 16 24 40 
Table 2 
Age Distribution of Subjects by Study Group 
Chronic Low Back Acute Low Back Total 
Pain Group Pain Group Subjects 
20-29 2 6 9 
30-39 5 5 10 
40-49 9 4 13 
50-59 3 4 7 
60-69 1 1 2 
Total 20 20 40 
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Selection of Instrument 
Tennessee Self-Concept Scale (TSCS) 
The TSCS developed by William H. Fitts (1964) was used to deter­
mine the self-esteem of the subjects (Appendix A, p. 44). In the de­
velopment of the scale, Fitts first compiled a pool of self-descriptive 
items drawn from other self-concept measures and from written self des­
criptions of patients and non-patients. After these items were edited, 
seven clinical psychologists used a phenomenological system for classi­
fying the items on the basis of what each itself was saying. Of these 
items, 90 were selected for the final Scale. All the judges were in 
perfect agreement on the classification of each item selected. 
Three major categories are reflected in the Scale. The first 
category is identity, which relates to who one is as he sees himself. 
The second category is self-satisfaction or self-acceptance which des­
cribes how one feels about the self he perceives. The third category 
reveals what one does or how he acts. Items in these three categories 
are again categorized to evaluate one's physical self, moral-ethical 
self, personal self, family self and social self. The final 10 items 
of the 100 item Scale were taken from the L-scale of the Minnesota 
Multiphasic Personality Inventory (MMPI) and comprise the Self Criti­
cism Scale. These items are slightly derogatory, but most people ad­
mit that they are true for themselves. 
The same 100 item scale may be scored on either a Counseling 
Form or a Clinical Research Form. The Clinical Research Form utilizes 
more variables and requires more complex analysis and interpretation 
than the Counseling Form. The Counseling Form, however, does measure 
self-esteem and therefore was used for this study. 
26 
Norms for the TSCS were established from a sample of 626 people 
ranging in age from 12 to 68 years. An equal number of males and fe­
males and both Negro and White subjects were included in the sample. 
Various parts of the country and all levels of social, economic, and in­
tellectual classes were represented. Subjects' educational level ranged 
from sixth grade through the doctoral degree (Fitts, 1965). 
Reliability and Validity 
Reliability was determined by the test-retest method with 60 
college students serving as subjects. A two week period separated the 
two test dates. The score measuring self-esteem showed a reliability 
coefficient of 0.92 (Fitts, 1965). 
Fitts (1965) discusses four validation procedures in relation­
ship to the TSCS. Content validity was based on the fact that there 
was unanimous decision of seven judges in the categorization of each 
item used in the test. To determine the ability of the TSCS to differ­
entiate between groups, the Scale was administered to a variety of 
groups. Highly significant differences were found between psychiatric 
patients and non-patients (mostly at the .001 level). It was also 
found that people characterized as high in personality integration dif­
fered from the norm group in the direction opposite that of the psychi­
atric patient group. The TSCS was able to further differentiate type 
and degree of disorder in the patient group. Other groups which the 
Scale was able to differentiate between were delinquents and non­
delinquents and military personnel who could and could not succeed in 
paratrooper training. No findings were reported which would indicate 
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that testing had been done to determine if the TSCS could differentiate 
between male and female groups. 
Correlations were made with other measures including the MMPI. 
"Most of the scores of the scale correlate with MMP I scores in ways one 
would expect from the nature of the scores" (Fitts, 1965:24). To deter­
mine personality changes under particular conditions pre- and post-tests 
were given which provided evidence to support the thesis that self­
concept does change as a result of significant experiences. Signifi­
cant experiences included psychotherapy and passing or failing by para­
trooper trainees. 
The scoring protocol was that outlined by Fitts (1965) for the 
Counseling Form. The total positive score reflects one's overall level 
of self-esteem. Categories from which the total positive score is 
derived include identity, self-satisfaction, behavior, physical self, 
moral-ethical self, personal self, family self and social self. The 
total positive score was used to test the hypothesis. 
Data Collection 
Permission to collect data in the designated agency was obtain­
ed (Appendix C, p. 55). Permission '"as also obtained from selected 
physicians to ask their patients to participate in the study (Appendix 
C, p. 55). Daily hospital admission records were reviewed to identify 
patients admitted with low back pain. All who were admitted with this 
diagnosis were then individually contacted by the investigator. The 
purpose of the study was explained, confidentiality assured and 
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questions answered. Those agreeing to participate signed an informed 
consent form (Appendix B, p. 53). Forty of the 48 patients contacted 
consented to be subjects for the study. The eight refusals consisted of 
five females and three males. The medical records of the consenting pa­
tients were then reviewed to determine if they met the prestated cri­
teria. All did meet the prestated criteria and each was assigned to one 
of the two study groups. Subjects were then given the TSCS with an ex­
planation of the directions and were left alone to complete the scale. 
The investigator returned at a predetermined time to collect the com­
pleted Scale. All who consented to be subjects completed the TSCS. 
CHAPTER 4 
ANALYSIS OF DATA 
Introduction 
This study was conducted to explore the relationship between 
self-esteem and duration of low back pain. The stated hypothesis was 
tested using the student t test. A probability level of � 0.05 was 
accepted. 
Hypothesis: The adult patient with chronic lo<v back pain 
will have a lower self-esteem than the adult patient with 
acute low back pain. 
Findings 
No statistically significant difference <vas found between the 
self-esteem of subjects with acute low back pain and the self-esteem of 
subjects with chronic low back pain (Table 3). Thus, the hypothesis 
was not supported. 
Table 3 
Comparison of Self-Esteem Scores 
Between 
Chronic Low Back Pain Group and Acute Low Back Pain Group 
Study Groups N x S.D. t 
Chronic Low Back 20 343.95 29.39 
Pain Group 
-0.001 
Acute Low Back 20 
Pain Group 
339.45 30.36 
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NS 
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In addition, neither the mean self-esteem scores nor the stan-
dard deviation for the self-esteem scores of either group varied greatly 
from the standardization group from which the norms for the TSCS were 
developed (Fitts, 1965:14). The scores of both study groups fell within 
the -1 standard deviation of the norm (Figure 1). 
+ l Standard Deviation 
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Norm (345.57) 
Acute Low Back Pain Group 
(339.45)--
3l4 
Chronic Low Back Pain Group 
(343.95) 
- 1 Standard Deviation 
Figure 1 
Comparison of Means Between Study Groups and Norm 
The range of the self-esteem scores for the chronic low back 
pain group was .287 - 411, the median score was 342. The range for the 
acute low back pain group was 260 - 381, with a median score of 344. 
The TSCS is subdivided into eight categories - l) Identity, 
2) Self-Satisfaction, 3) Behavior, 4) Physical Self, 5) Moral-Ethical 
Self, 6) Personal Self, 7) Family Self, and 8) Social Self. It also 
contains a scale for Self-Criticism and a method for determining Var-
iability of Responses and Distribution of Responses. All of these 
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areas were analyzed, again using the student t test, and no significant 
differences were found between the scores of the chronic low back pain 
group and the scores of the acute low back pain group. 
The chronic low back pain group and the acute low back pain 
group were each further divided on the basis of sex. Application of 
Chi-Square indicated that there ,.,as no significant difference in the 
distribution of sex in the four groups at the 5 percent level of signi­
ficance, thus allowing for further analysis of the data. The relation­
ship of each group to the remaining three groups was then analyzed using 
the student t test. Significant findings were revealed as follows: 
The total positive score, reflecting overall level of self-esteem, was 
significantly lower for females with chronic low back pain than males 
with chronic low back pain (t = -2.46, p < 0.05). Analysis of the beha­
vior category revealed the acute male lo<r back pain group scoring signi­
ficantly lower than the chronic male low back pain group (t = -2.37, p 
< 0.05). The acute, male lm1 back pain group as well as the chronic, fe­
male low back pain group scored significantly lower than the chronic 
male low back pain group in the moral-ethical self category (t = -2.93, 
p< 0.05 and t = -2.76, p<0.05 respectively). In the personal self 
category, again the acute male low back pain group scored significantly 
lower than the chronic male low back pain group (t = -2.846, p < 0.05). 
The acute female low back pain group also scored significantly lower 
than the chronic male low back pain group in the personal self cate-
gory (t = -2.11, p < 0.05). 
Analysis of the mean for each group in each of the categories 
when compared to the norm mean and standard deviation revealed an un­
suspected finding. All of the study groups in all of the TSCS 
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categories were within one standard deviation unit from the norm with 
one exception. The chronic female low back pain group fell into the -1 
to -2 standard deviation area in the physical self category (Table 4). 
--�--
Categories 
of 
Self-Esteem 
Identity 
Self-
Satisfaction 
Behavior 
Physical Self 
Moral-Ethical 
Self 
Personal Self 
Family Self 
Social Self 
Self-
Criticism 
Variability 
of Responses 
Distribution 
of Responses 
Table 4 
Comparison of Norm Scores to Study Group Scores on the Categories of Self-Esteem 
- � -- ---
Mean Scores 
Chronic Male Chronic Female Acute Male Acute Female 
Low Back Pain Low Back Pain Low Back Pain Low Back Pain Norm 
Group Group Group Group 
131.00 121.58 124.00 126.63 127.10 
111.25 98.17 102.55 104.55 103.67 
119.88 112.08 107.33 112.82 115.01 
67.13 60.58 65.78 66.73 71.78 
76.38 67.42 63.67 72.18 70.33 
73.63 64.58 64 .1,4 66.45 64.55 
72.13 69.17 69.44 70.00 70.83 
72.88 69.75 70.56 68.64 68.14 
34.88 36.08 36.411 33.91 35 .51, 
47.25 54.67 49.78 53.27 48.54 
140.13 121.33 126.00 116.00 120.44 
--
-l to +l S.D. 
Range 
for Norm 
117.14-137.06 
89.88-117.46 
103.79-126.23 
64.11- 79.45 
61.63- 79.03 
57 .14 - 71.96 
62.40- 79.26 
60.28- 76.00 
28.84- 42.24 
36.12- 60.96 
95.45-144.63 
w 
w 
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Discussion 
The hypothesis for this study, that adult patients with chronic 
low back pain will have a lower self-esteem than adult patients with 
acute low back pain, was not supported by the findings. No significant 
difference in the overall self-esteem of these two groups was found. 
One possible cause could be that all subjects participating in this 
study were hospitalized at the time with either an initial or recurrent 
episode of low back pain. The sample did not include chronic low back 
pain patients who were in remission. The effect of the exclusion of 
this segment of the chronic low back pain population is not known. Could 
it be that the self-esteem of those in remission is lower than the self­
esteem of those who are hospitalized. Does the stress of low back pain 
in addition to the stress of a normal workload make the self-esteem 
lower than when they are only coping with their low back pain? The 
literature review did not reveal studies comparing these two groups. 
Even though no significant differences were found between the 
acute and chronic groups, when the sample was further divided into four 
groups (acute male low back pain group, acute female low back pain 
group, chronic male low back pain group and chronic female low back 
pain group) and analysis based on the component parts of the TSCS was 
done, some significant differences were revealed as related to duration 
of back pain and sex. 
Studies related to low back pain have spoken to sex in the dis­
cussion of the findings. Phillip's (1964) research revealed a differ­
ence between men and women on the �WI. Both male and female groups, 
when compared to the same sex of patients with fractures, scored higher 
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on the neurotic triad than did the fracture group, but the females 
scored higher than the males. Aitken's (1952) research on employment of 
patients having had surgery for disc protrusion revealed that 29 percent 
of the total group had not returned to gainful employment, but when sex 
was considered, 84 percent of the females were subsequently unemployed. 
These studies are somewhat supportive of the findings revealed by the 
research of the present investigator. The chronic male group scored 
significantly higher than the chronic female group on overall self­
esteem and in the category of moral-ethical self. The chronic male 
group also scored significantly higher than the acute female group in 
the moral-ethical category. 
Duration of low back pain has not been spoken to in research 
findings related to low back pain. Sternbach et al. (1973) in the des­
cription of subjects for their study, identified the number of acute and 
chronic subjects but did not mention this categorization in the discus­
sion of their findings. For the present study, duration seemed to be a 
factor when it was considered in relationship to sex. The chronic male 
low back pain group had a significantly higher self-esteem in the cate­
gories of behavior, moral-ethical self and personal self than did the 
acute male low back pain group. The chronic male low back pain group 
also scored significantly higher than the acute female low back pain 
group in the personal self category. Although no data was collected 
concerning outside work, it could be assumed that all the men had out­
side jobs to support their families. The number of women in the sample 
who were employed outside the home is unknoNn, however following the 
testing period, comments made by the majority of the women indicated 
that they indeed were employed outside the home as well as carrying out 
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their homemaking responsibilities. This issue will be discussed further, 
later in this study. It would be interesting to know if the chronic male 
low back pain group would continue to score higher than the other group 
if the study were conducted with a larger population drawn from a dif­
ferent setting. 
Elton, Stanley and Burrows (1978), utilizing a revised version 
of the Butler-Haigh Q-Sort Test, found in their study of patients with 
chronic pain, part of whom had low back pain, that the self-esteem of 
the chronic nonorganic pain group was significantly lower than the self­
esteem of the control groups and the organic pain groups. The origin of 
pain was not determined for the subjects in the present study. However, 
when the mean of the acute low back pain group and the mean of the 
chronic low back pain group are considered in relationship to the mean 
and standard deviation of the standardization group, the scores from the 
former groups are included within the -1 standard deviation area of the 
later group, with one exception. The chronic female low back pain group, 
in the category of physical self, is included within the -1 to -2 stan­
dard deviation area. If any category were going to be low, it is most 
logical that the physical self category would be the one, since all of 
the subjects for this study were hospitalized for the treatment of low 
back pain at the time that the Scale was completed. It would have seem­
ed that all of the groups would have been low in the physical self cate­
gory based on their perception and reaction to pain which necessitated 
hospitalization. These findings bear further study. 
An interesting observation was made by the investigator during 
the process of data collection. Even though no data was collected in 
relationship to how the back pain had affected the subjects' life style, 
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many volunteered information in this area. It seemed that most of the 
men talked largely about their jobs, but were not overly concerned since 
they were on workman's compensation or sick leave. Host of the women 
talked about both their job and their home responsibilities and seemed 
to have about equal concern for each. The jobs held by most of the wo­
men seemed to be low paying ones without the benefit of workman's com­
pensation or sick leave or else their length of employment had not been 
sufficient to acquire them. The lack of this source of funding to meet 
family needs was a serious consideration for these women. In addition, 
the women continued to have home responsibilities where as the sick 
role seemed to have completely relieved the men of their responsibili­
ties. This observation regarding 1wmen did not seem to be as obvious 
in subjects having an initial episode of back pain as it did in women 
with subsequent exacerbations. Some of the women implied that it was 
the resumption of household chores �<hich prevented them from "getting 
well" after the first attack or that the combination of job plus house­
hold responsibilities precipitated the present attack. Research to 
study the roles of patients with low back pain might indicate a need 
for more specific patient teaching related to the pacing of resumption 
of normal activities, and family counseling regarding reallocation of 
household functions. 
Since the TSCS has not been used to measure self-esteem of pa­
tients with low back pain, no direct comparison can be made between 
previous studies and the present one. Ho�vever, the studies tvhich 1;vere 
done to establish reliability of the TSCS compared the TSCS with the 
MMPI, which was the instrument used in most of the low back pain stu­
dies. Therefore, indirect comparison has validity. 
CHAPTER 5 
SUMMARY, CONCLUSIONS, I�WLICATIONS AND RECOMMENDATIONS 
Summary and Conclusions 
This study, utilizing an ex post facto design, was conducted to 
explore the relationship between self-esteem and duration of low back 
pain. The hypothesis was stated as follows: The adult patient with 
chronic low back pain will have a lower self-esteem than the adult pa­
tient with acute low back pain. 
Forty adult subjects equally distributed into two groups, a­
cute low back pain and chronic low back pain, were tested using the 
TSCS. Data were statistically analyzed using the student t test. Re­
sults of the analysis revealed no significant difference between the 
two sample groups in this study. Thus, the hypothesis was not accept­
ed. However, application of the student t test to the data after each 
group was further categorized by sex and by component parts of the 
TSCS, did yield some significant findings. Of the four groups (chron­
ic male low back pain group, chronic female low back pain group, acute 
male low back pain group and acute female low back pain group), the 
chronic male low back pain group had a significantly higher self­
esteem in several categories (i.e. behavior, moral-ethical self and 
personal self) than did the other study groups. The chronic female 
low back pain group had a significantly lower overall self-esteem and 
was significantly lower in the category of moral-ethical self. The 
acute male low back pain group had a significantly lower self-esteem 
in the categories of behavior, moral-ethical self and personal self; 
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the acute female low back pain group had a significantly lower self­
esteem in the category of personal self. 
Conclusions 
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There was no significant differences bet,.,een the self-esteem of 
adult patients with acute low back pain and the self-esteem of adult 
patients with chronic low back pain in the sample for this study. 
Implications 
Findings from this limited study indicate that both women and 
men need more nursing interventions aimed at maintaining or building 
self-esteem. In addition, since women deal with more homemaking re­
sponsibilities, specific teaching related to the pacing of resumption 
of normal activities in relationship to household chores and family 
counseling regarding reallocation of household functions is needed. 
It may be appropriate for the husband and other family members to take 
on tasks which require heavy lifting, extended periods of time on "ones 
feet" and bending like: moving furniture during the cleaning process, 
ironing, vacuuming, scrubbing, and bathing children in low tubs. 
Recommendations for Further Study 
It is recommended that: 
l. This study be replicated using a larger sample size. 
2. This study be replicated using a clinic setting as "'ell as 
an in-house setting to determine if hospitalization is a variable to be 
considered. 
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3. This study be replicated changing the definition of "acute" 
to 11initial episode" and 11chronic" to "more than one episode". 
4. A study be done investigating roles and responsibilities of 
low back pain subjects. 
5. A study be done to determine if the TSCS can differentiate 
between male and female groups. 
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TENNESSEE 
SElf CONCEPT SCALE 
by 
William H. Fitts, PhD. 
Published by 
Counselor Recordings and Tests 
Box 6184 - Acklen Station Nashville, Tennessee 37212 
INSTRUCTIONS 
On the top line of the separate answer sheet, fill in your name and the other 
information except for the time information in the last three boxes. You will fill 
these boxes in later. Write only on the answer sheet. Do not put any marks in 
this booklet. 
The statements in this booklet are to help you describe yourself as you see 
yourself. Please respond to them as if you were describing yourself to yourself. 
Do not omit any item! Read each statement carefully, then select one of the five 
responses listed below. On your answer sheet, put a circle around the response 
you chose. If you want to change an answer after you have circled it, do not 
erase it but put an � mark through the response and then circle the response you 
want. 
When you are ready to start, find the box on your answer sheet marked time 
started and record the time. When you are finished, record the time finishedln 
the box on your answer sheet marked time finished. 
As you start, be sure that your answer sheet and this booklet are !;ned up 
evenly so that the item numbers match each other. 
Remember, put a circle around the response number you have chosen for each 
statement. 
Responses-
Completely 
false 
Mostly 
false 
2 
Partly false 
and 
partly true 
3 
Mostly 
true 
4 
Completely 
true 
5 
You will find these response numbers repeated at the bottom of each page to 
help you remember them. 
0 William H. Fitts, 1964 
l F 
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Page 1 
I o 1 hove o heal thy body . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  o • • • • •  
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It. em 
No. 
3. I om on attractive perso� . . . . . . . . o • • • • •  o • • • • • • • • • • • • • • •  o • • • • • • • • • • • • • • • •  0 3 
5. I consider myself o sloppy person . . .  o • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • •  
19. 1om o decent sort of person . . . . . . . • . .  o • • • • •  o • • • • • • • • • • • • • • • • • • • • • • • • • • • •  
21 . 1 om on honest person . . . . . . . . . . . . . .  o • • • • • • • • • • • • • • • • • • • • • • • • •  o • • • • • • • • • •  
23. 1 om o bod person . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  o • 
37. I om o cheerfu I person . . . . . . . . . • . .  o • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • •  
39. I om o calm ond easy going person ....................................... . 
41 . I om o nobody . . . . . . . . . . . . . • . . . . .  o • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • •  
55. I hove o family that would olwoys help me in any kind of trouble ............ . 
57. I om o member of o happy family . . . . . . . . .  o • • • • • • • • • • • • • • • • • • • • • •  0 • • • • • • • •  
59. My friends :1ove no confidence in me . . .  o • • • •  o • •  o • • • • • • • • • • • • • • • • • • • • • • • • •  
73. I om o friendly person . . . . . . . . . . • . . . . . . . . • . . • . . . . . . . • . . . . . . . . . . . . . . . . . • .  
75. I am popular with men . . . . .  o • •  o • •  o • • • • • • • • • • •  , • • • • • • • • • • • • • • • • • • • • • • • • • •  
77. I om not interested in what other people do . . . . . . . . . .  0 • • • • • • • • • • • • • • • • • • • • •  
91. I do not always tell the truth . . . . . . . . . . . . . . . . . .  o • • • • • • • • • • • • • • • • • • • • • • • • • •  
93. I get angry sometimes .......................................... , . . . . . . . . 
Responses-
Completely 
false 
Mostly 
false 
2 
Partly false 
ond 
partly true 
3 
Mostly 
true 
4 
Completely 
true 
5 
19 
21 
23 
37 
39 
41 
55 
57 
59 
73 
75 
77 
91 
93 
Page 2 
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Item 
No. 
2. I I ike to look nice and neat all the time . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . &I 
4. I am full of aches and pains . . . . . . . . . • . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  � 
6. I am a sick person . . . . . . . • . • . . . . . . . . . . . . . . . . . . . . . . . • . . . . . . • . . . . . . . . . . .  lliiiiJ 
20. I am a religious person . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . • . . . . . .  f1IB 
22. I am a moral failure . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  1m 
24. I am a morally weak person . . . . . . . . . . . . . . . . . . . . . . . . . . . . . • . . . . . . . . . . . . . .  !IIIII 
38. I have a lot of self-control . . . . . . . . . . . . . . . . . . . . . . . . • . . • . . . . . . . . . . . . . . . .  IIIII 
40. I am a hateful person . . . . . . . . • . . . . . . . . . . • . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  IJil1 
42. I am lasing my mind . . . . . . • . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  � 
56. I om an important person to my friends and family . . . . . . . . . . . . . . . . . . . . . . . . .  Bill 
58. I am not loved by my family . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  � 
60. I feel that my family doesn't trust me . . . . . . . . . . . . . . • . . . . . • . . . . . . . • . . . . . . .  IJ!III 
74. I am papular with women . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . .  � 
76. I am mod at the whole world . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  � 
78. I om hard to be friendly with . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . • . . . . . . . . . . .  � 
92. Once in a while I think of things too bod to talk about . . . . . . . . . . . . . . . . • . . .  � 
94. Sometimes, when I am not feeling well, I am cross . . . . . . . . . . . . . . • . . . . . . . . .  l!!fil.1l 
Completely Mostly Portly false Mostly Completely 
Responses- false false and true true 
port I y true 
2 3 4 5 
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Page 3 
7. I om neither too fat nor too thin ....................................... 
. 
9. I I ike my looks just the way they ore ................................... . 
I I. I would like to change some parts of my body ............................ . 
25. I am satisfied with my moral behavior ................................... . 
27. I am satisfied with my relationship to God ............................... . 
29. I ought to go to church more .......................................... . 
43. I om satisfied to be just what I om . . . . . . . . . . . . . . . . . . . . . . • . . . . . . . . . . . . . . . .  
45. I am just as nice as I should be ........................................ . 
47. I despise myself . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . 
61. I am satisfied with my family relationships ............................... . 
63. I understand my family as well as I should . . . . . . . . . . . . . . . . . . . . . . . . . . . . • . . .  
65. I should trust my family more . . . . . . . . . . . . . . . • . . . . . . . . . . . . . . . . . . . . . . . . . . .  
79. I om as sociable as I wont to be ........................................ . 
81. I try to please others, but I don't overdo it .............................. . 
83. I om no good at all from o social standpoint .............................. . 
95. I do not I ike everyone I know .......................................... . 
97. Once in o while, I laugh at a dirty joke . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
Re;ponses-
Completely 
false 
Mostly 
false 
2 
Partly false 
and 
portly true 
3 
Mostly 
true 
4 
Completely 
true 
5 
Item 
1\o. 
9 
11 
25 
27 
29 
43 
�7 
61 
63 
65 
79 
�.1 
83 
95 
97 
8. 
10. 
12. 
26. 
28. 
30. 
44. 
46. 
48. 
62. 
64. 
66. 
80. 
82. 
84. 
96. 
98. 
Page 4 Item No. 
I om neither too toll nor too short. . . . . . . . . • . . . . . . . . . . . . . . . . . . . . . . . . . . .  [� 
I d ' f I II I h ld :'�· --�J on t ee as we as s ou . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . • . . . . .  ·;,:',;: J9,. 
I should hove more sex appeal . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . • • .  [{)1} 
I om as religious as I wont to be . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . • . . . . .  tT;�  
I wish I could be more trustworthy . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  w::��SJ 
I shouldn't tell so many lies . . . . . . . . . . . . . . . . . .  · . ·  . . . . . . .  · · · · · · · · · · · · · ·  ffir.:[@ 
I I b p·.r;:f7'J! om as smart as wont to e . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . • . . . . . . . . .  ·.::J� 
I om not the person I would I ike to be . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  �4§'{,! 
I wish I didn't give up as easily as I do . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  �§] 
I treat my parents as well as I should (Use post tense if parents ore not livingf:� 
I . . h" f 'I �··QT-J·' om too sens1t1ve to t 1ngs my om1 y soy . . . . . • . . . . . . . . . . . . . . . . . . . . . . . . .  L";,� 
I should love my family more . . . . . . • . . • . . . . . . . . . . . . . . . . . . . . . .  · · · · · · · · •  ·ff[6'6jl 
I om satisfied with the way I treat other people . . . . . . . . . . . . . . . . . . . . . . . . . .  i;liQ§} 
. �� I should be more pol1te to others . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  : .. �
I ought to get along better with other people . . . . . . . . . . . . . . . . . • . . . . • . . . .  · f[��:_i 
I gossip o I ittle at times . . . . . . . . . . . . . . . . . . . . . . . . . • . . . . . . . . . . . . . . . . . . . .  \�k��J 
. f I . k . f;'!.79g:� At limes I ee l1 e sweonng . . . . . . . • . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  · · :: :::: .. �.:1 
Responses -
Complet€ly 
false 
Mostly 
false 
Portly false 
and 
Mostly 
true 
Completely 
true 
port I y true 
2 3 4 5 
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Page 5 
13. toke good core of myself physically ................................ . 
15. I try to be careful about my appearance . . . . . . • . . • . . . . . . . . . . . . . . . . . . . . .  
17. I often oct like I om "oil thumbs" . . . . . . . . . . . . . . . • . . . . . . . . . . . . . . . . . . . .  
31. I om true to my religion in my everyday life . . . . . . • . . . . . . . . . . . . . . . . . . . .  
33. try to change when I know I'm doing things that ore wrong ............. . 
35. I sometimes do very bod things . . . . . . . . . . . • . . . . . . . . . . . . . . . . . . . . . . . . . . .  
49. I con always toke core of myself in any situation . . . . . . . . . . . . . . . .
. • . . . . .  
51. I toke the blame for things without getting mod ........................ . 
'53. I do things without thinking about them first . . . . . . • . . . . . . . . . . . . . . . . . • . .  
67. I try to ploy fair with my friends and family ........................... . 
69. I take oreal interest in my family ................................... . 
71. I give in to my parents. (Use post tense if parents are not living) ........ . 
85. I try to understand the other fellow's point of view ..................... . 
87. I get along well with other people . . . . . . . . . • . . . . . . . . • . . . . . . . . • . . . . . . . .  
89. I do not forgive others easily ....................................... . 
99. I would rather win than lose in a game ............................... . 
Responses -
Completely 
Folse 
Mostly 
false 
2 
Portly false 
and 
portly true 
3 
Mostly 
true 
4 
Completely 
true 
5 
Item 
No. 
13 
15 
17 
31 
33 
35 ' 
49 
51 
53 
67 
69 
71 
85 
87 
89 
99 
52 
Page 6 Item No. 
14. I feel goad mast of the time . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  !(.� 
16. I do poorly in sports and games . . . . . . . . . . . . . . . . . . . . . . . . . . . . •  · . . . . . . . . . .  ti�'Mt� 
18. I om a poor sleeper . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . • . . . . . . . . . . .  � 
32. I do what is right most of the time . . . . . . . . . . . . . . . . . • . . . . . . . . . . . . . . . . . . .  �� 
34. I sometimes use unfair means to get ahead . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  g]l� 
36. I hove trouble doing the things that ore right . . . . . . . . . . . . . .
.
. . . . . . . . . . . . .  fuD 
50. I solve my problems quite easily . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  �EF,} 
52. I change my mind a lot . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . • . . . . . . . . .  p}rii,it] 
54. I try to run away from my problems . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  r� 
68. I do my shore of work at home . . . . . . . . . . . . . ........................... �%'� 
70. I quarrel with my family . . . . . . . . . . . . . . . . . . . . . • . . . . . . . . . . . . . . . . . . . • . . . .  �:t\'tOO 
72. 
86. 
88. 
I do not oct like my family thinks I should 
I see good points in all the people I meet 
I do not feel at ease with other people � 
 
90. I find it hard to talk with strangers . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  � 
100. Once in a while I put off until tomorrow what I ought to do today . . . . . . . . . .  f,J'Jffilfl 
Responses-
Completely 
false 
Mostly 
false 
2 
Portly false 
and 
port! y true 
3 
Mostly Completely 
true true 
4 5 
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Patient Informed Consent 
I, the undersigned, of my own free will, agree to participate 
in a study conducted by Betty Sue Ashby. I agree to mark some items 
as I see them in describing myself. I also agree for her to look at 
my chart to determine if the physician feels that the low back pain 
originates in the spinal column. I understand that the purpose of the 
study is to help nurses give more effective care to patients with low 
back pain. 
I agree not to discuss my test with other patients who have 
low back pain because, should they participate in the study, their 
answers may be affected by the discussion. 
I understand that there is no risk involved with participation 
in the study. The tests will he identified by a number, not by name. 
I understand that participation or nonparticipation in this study will 
in no way affect my care while I am in the hospital. 
54 
In addition, I understand that I may terminate my participation 
in the study at any time. 
Date Subject 
Witness 
Page 55 missing at time of scan. 
� 
Petersburg General Hospital 
Mrs. Betty Sue Ashby 
Instructor, School of Nursing 
Petersburg General Hospital 
Petersburg, va. 23803 
Dear Mrs. Ashby: 
July 20, 1980 
I have reviewed your proposal to conduct research on patients with 
low back pain. 
56 
In accordance with your request for permission to collect data at 
Petersburg General Hospital, permission is hereby granted to conduct this 
reaserch in accordance with your proposal. 
Sincerely yours, 
Executive Director 
KHSJr:emc 
July 17, 1980 
Dear Mrs. Ashby: 
I have reviewed your proposal to study the relationship between 
the self-esteem of patients with acute low back pain and the self­
esteem of patients with chronic low back pain. I am giving you 
permission to use my patients as subjects for this study. I under­
stand that each patient �<ho participates will also give his 
permission. 
57 
July 17, 1980 
Dear Hrs. Ashby: 
I have reviewed your proposal to study the relationship between 
the self-esteem of patients with ar:ute low back pain and the self­
esteem of patients with chronic low back pain. I am giving you 
permission to use my patients as subjects for this study. I under­
stand that each patient who participates will also give his per­
mission. 
Dr . Mil ton Ende 
58 
August 14, 1980 
Dear Mrs. Ashby: 
I have reviewed your proposal to study the relationship be t1veen 
the self-esteem of patients with acute low back pain and the self­
esteem of patients with chronic low back pain. I am giving you 
permission to use my patients as subjects for this study. I under­
stand that each patient who participates will also give his 
permission. 
Yours truly, 
Dr. Al:rec G. Johnson 
59 
July 17, 1980 
Dear Mrs. Ashby: 
We have reviewed your proposal to study the relationship 
between the self-esteem of patients 1o1ith acute low back pain and 
the self-esteem of patients with chronic low back pain. The physi­
cians at the Petersburg Orthopedic Center, Ltd. give you permission 
to use their patients as subjects for this study. I understand that 
each patient who participates will also give his permission. 
Yours truly, 
Dr. Leo Crosier 
60 
August 18, 1980 
Dear Mrs. Ashby: 
I have reviewed your proposal to study the relationship between 
the self-esteem of patients with acute low back pain and the self­
esteem of patients with chronic low back pain. I am giving you 
permission to use my patients as subjects for this study. I under­
stand that each patient who participates will also give his 
permission. 
61 
� . . :. . ' 
Dear Hrs. Ashby: 
July 17, 1980 
I have reviewed your proposal to study the relationship between 
the self-esteem of patients with acute low back pain and the self­
esteem of patients with chronic low back pain. I am giving you 
permission to use my patients as subjects for this study. I under­
stand that each patient who participates will also give his 
permission. 
62 
Mr. Kirby H. Smith, Jr. 
Executive Director 
Petersburg General Hospital 
Petersburg, Virginia 23803 
Dear Mr. Smith: 
I am a graduate student in the Master of Science in Medical 
Surgical Nursing Program at Virginia Commonwealth University Medical 
College of Virginia. One requirement for completion of the program 
is a research study. I am proposing to study the relationship between 
self-esteem and patients with low back pain. The Tennessee Self Con­
cept Scale, which is a written standardized test, would be used for 
the collection of data. 
I wish to secure your permission to collect data at Petersburg 
General Hospital. Enclosed for your perusal is a copy of my research 
proposal including the Tennessee Self Concept Scale. It is my belief 
that findings o£ this study may have important implications for nurs­
ing practice. 
I am looking forward to receiving your decision. Thank you for 
your consideration of this request. If any further information is 
needed, I would be glad to meet with you at your convenience. 
BSA/ rha 
Enclosure 
Yours truly, 
Betty Sue Ashby 
63 
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